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The Fetal and Infant Mortality Review (FIMR) program was established to examine fetal 
and infant mortality rates across the U.S. The FIMR methodology was created collaboratively by 
the National FIMR program, the Centers for Disease Control and Prevention, CityMatCH, and 
the American College of Obstetricians and Gynecologists to be used at the local level and 
improve service systems for mothers and infants. The methodology includes three steps: tracking, 
review, and action. Tracking involves gathering data from specific cases via chart abstraction 
and maternal interviews. In the review stage, a case review team (CRT) reviews the cases, 
identify gaps in care, and recommend actions to prevent the observed gaps. In the action stage, a 
community action team (CAT) is assembled to take action specific to the gaps that were 
presented in the cases. The FIMR/HIV project is specific toward reviewing cases that involve 
perinatal transmission of HIV. Philadelphia is one of the eight sites that have taken a part of the 
FIMR/HIV project nationally to address their current issues with perinatal exposures and 
transmissions of HIV. The CRT meetings found significant gaps in the areas of preconception, 
prenatal, labor and delivery, postpartum, and infant care. According to these gaps, the CAT 
assembled themselves in four subcommittees, in which they thought the areas needed the most 
and immediate improvement: case management, contraception counseling, HIV testing, and 
emergency room pregnancy protocol. These four subcommittees are diligently working to 
improve these prospective areas in care to help eliminate perinatal transmission of HIV in 
Philadelphia. 
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Introduction and Statement of the Problem 
 Perinatal (mother-to-child) transmission of HIV (Human Immunodeficiency Virus) is the 
source of most AIDS (Acquired Immunodeficiency Syndrome) cases in children less than 13 
years old in the United States (CDC, 2010). Perinatal transmission may occur through pregnancy, 
labor and delivery, or breastfeeding. The Centers for Disease Control and Prevention (CDC, 
2007) estimates that 100 to 200 infants in the United States are infected with HIV annually. 
There are a number of ways to prevent perinatal transmission such as administering antiretroviral 
drugs to the mother during pregnancy and labor and delivery, performing a Cesarean section 
when clinically indicated, administering antiretroviral drugs to the infant for six weeks after birth, 
and recommending that mothers not breastfeed. In 2006, the CDC also recommended that all 
health care facilities perform HIV tests on all pregnant women during the first and third 
trimesters (CDC, 2006). However, even though there are known ways to prevent perinatal HIV 
transmission, there are still occurrences, especially in Philadelphia. 
  Philadelphia has one of the highest estimated cases of HIV out of all the metropolitan 
cities (Avert, 2008). However, in terms of HIV diagnoses, Philadelphia is not one of the cities 
with the highest rates when compared to other metropolitan cities (Avert, 2008). Philadelphia 
currently has 28,973 people living with HIV/AIDS (Shpaner, Brady & Eberhart, 2010). Of the 
Philadelphians living with HIV/AIDS, 29.5% are women and about 35% of the women are 
within child-bearing age (Shpaner, Brady & Eberhart, 2010). Without the adequate HIV, 
preconception, prenatal, labor and delivery, and postpartum care, an infant born to an HIV-
positive mother has a 20% chance of getting infected from the mother (Cooper, et al., 2002). 
The trend of perinatal transmissions and exposures to HIV has decreased throughout the 
years in Philadelphia. In 2009, there were 90 reported cases of perinatal exposures and one 
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reported case of perinatal transmission in Philadelphia (AACO, 2010). Figure 1 illustrates the 
trend of perinatal exposures and transmissions in Philadelphia from 2005 to 2009 by showing the 
number of exposure and transmission cases that were documented. Documentation was by the 
AIDS Activities Coordinating Office (AACO). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1 
AACO, 2010 
 
Even though the overall trend is decreasing, there are still reported cases of perinatal 
transmission. Just one reported case of transmission is too much. With the latest technology and 
HIV medicines that are available, perinatal transmissions of HIV should not exist anymore. 
However, Figure 1 shows that efforts are still needed in the prevention of perinatal transmission 
of HIV.
119 122 113 116
90
5 0 5 4 1
0
20
40
60
80
100
120
140
2005 2006 2007 2008 2009
Perinatal Exposures
HIV/AIDS Transmissions
 3 
 
Background and Significance 
 
A 2005 study done in Philadelphia on perinatal transmission found significant gaps in 
prenatal and general maternal care (Jessop, Watson, Mazar & Andrel, 2005). In 2002, 
Philadelphia’s infant mortality rate reached 12 per 1,000 births, which ranked one of the highest 
in the nation (Jessop, Watson, Mazar & Andrel, 2005). Most of the infant deaths were due to 
perinatal infections (Jessop, Watson, Mazar & Andrel, 2005). Before this 2005 study, there had 
been no city-wide perinatal infection prevention analyses conducted (Jessop, Watson, Mazar & 
Andrel, 2005).  In particular, since this 2005 study, there has been HIV perinatal prevention 
interventions in Philadelphia, but no assessments of their efficacy were conducted. The 
FIMR/HIV (Fetal and Infant Mortality Review) project is the first in Philadelphia to apply the 
FIMR methodology to cases of HIV perinatal transmission. 
The FIMR methodology was developed collaboratively by CityMatCH, the CDC, the 
American College of Obstetricians and Gynecologists, and the National Fetal and Infant 
Mortality Review Program (NFIMR). The FIMR methodology is a process that uses case review 
and community action teams to improve service systems for pregnant women, infants, and their 
families (McDonnell, Strobino, Baldwin, Grason & Misra, 2004; Strobino, Misra & Grason, 
2004). This is different from a study because the cases are selected based on an indication of a 
system gap. In the methodology, there is a case review team (CRT) and community action team 
(CAT). CRT members represent an array of professional backgrounds, including physicians, 
nurses, and case managers. This ensures that all areas are covered when reviewing cases. CAT 
membership mostly consists of leaders from significant systems of care, such as health care, 
child protective services, mental health, and substance abuse. These members will be able to take 
leadership to affect changes according to the recommendations of the CRT. 
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Evaluations of past FIMR projects are often difficult to execute due to the application of 
the FIMR methodology (Strobino, Misra & Grason, 2004). Since the FIMR methodology is not 
designed like a research study, evaluation efforts are more complex than the average research 
design. Past FIMR projects cannot be evaluated on just a declination of infant mortality rates 
(Koontz, Buckley & Ruderman, 2004; Strobino, Misra & Grason, 2004). In order to see a decline 
in infant mortality rates, time would have to be taken into consideration. Time is also an issue 
when tracking system changes (Strobino, Misra & Grason, 2004). However, the nation-wide 
FIMR evaluation evaluates FIMR programs on eight essentials of maternal and child health 
(MCH) services (Strobino, Misra & Grason, 2004). These services include: 
1. Assess, analyze, and monitor MCH status 
2. Investigate health problems 
3. Inform and educate the public 
4. Mobilize community partnerships 
5. Provide leadership for planning, and for formulating and implementing policy 
6. Promote legal requirements and public accountability for quality health care (legislation, 
rules, standards, monitoring, etc.) 
7. Assure access to health and other community and family services (financing, linking, 
providing, etc.) 
8. Enhance capacity of the health care workforce (including education and training) 
Overall, the FIMR projects conducted nation-wide have been successful (Koontz, Buckley & 
Ruderman, 2004; Strobino, Misra & Grason, 2004). 
 In the 2005 FIMR/HIV pilot studies, evaluations were also conducted by the NFIMR 
staff. The keys to success that were common across the studies included cooperation between the 
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CRT and the CAT, the inclusion of maternal interviews, diversity among members of the CAT 
and CRT, and confidentiality (Abresch, et al., 2009). The lessons that were learned from the pilot 
studies included the importance of participant confidentiality, allowing time for Institutional 
Review Board approval, and anticipating budget and time constraints (Abresch, et al., 2009). The 
insights revealed by the pilot studies were considered in the other FIMR/HIV projects, including 
Philadelphia’s. 
 This project is essentially an evaluation the Philadelphia FIMR/HIV project. From this 
project, gaps in care surrounding pregnant mother and infant HIV care will be identified by 
members of the CRT. I will review recommendations of the CRT to the CAT and discussions of 
how the CAT is going to move forward. I will also conduct an analysis of the successes, if any, 
of the FIMR/HIV project. However, this project will not have the complete solutions to the 
problems identified for each case discussed. There will be a discussion of the plans to solve some 
of the issues brought up, but most of the plans will take some time to actually see the results. 
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Specific Aims 
 
  The purpose of this project is to identify the issues surrounding perinatal transmission of 
HIV in Philadelphia. The review of selected cases involving perinatal infection or exposure to 
HIV will enable the CRT members to assess the presented problems. Recommendations to policy 
changes will be presented to the CAT members. I will analyze and assess the follow-through of 
the actions needed for the recommendations throughout the project. The objectives of this project 
are to: 
• Identify the gaps in care surrounding HIV perinatal transmission, 
• Identify and recommend policy changes needed to address issues surrounding HIV 
perinatal transmission, and 
• Identify and recommend interventions needed in the community to address issues 
surrounding HIV perinatal transmission. 
 
 7 
 
Research Design and Methods 
 
This project was conducted according to the FIMR/HIV project in Philadelphia. The 
FIMR Prevention Methodology was the framework for this project. The schematic of the 
methodology is illustrated in Figure 2. 
 
  
Figure 2 
CityMatCH, NFIMR, CDC, 2010  
 
The FIMR methodology has three steps. 
1. Tracking 
2. Review 
3. Action 
Tracking, or data gathering, includes members of the Philadelphia Department of Public 
Health and AACO selecting cases to review, gathering case information through chart 
abstractions, and conducting maternal interviews. Maternal interviews cannot always be 
conducted, but when they are conducted, information from the interviews can provide more 
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insight than chart abstractions. Review includes the CRT members reviewing the cases, 
identifying gaps in care, and recommending actions to address the gaps. Action includes the 
CAT members making plans for actions according to the identified gaps and recommended 
actions by the CRT. As you can see in Figure 2, the steps of the FIMR methodology are not 
illustrated in a linear fashion, but in a cycle. The cycle shows that the methodology is a 
continuous effort by both the CRT and CAT members. This cycle is called the Cycle of 
Improvement because after each cycle that is completed, the CRT and CAT members’ efforts 
can be improved. 
 
Participants 
 The participants of this project were identified as cases and defined as HIV-exposed 
infants or fetuses between 24 weeks gestation and 24 months of age at the time of review. Some 
of the cases included a maternal interview. The interview consisted of questions regarding her 
recent HIV, prenatal, labor and delivery, and postpartum care, as well as questions regarding her 
HIV status. The cases were selected by members of the Philadelphia Department of Public 
Health and AACO. These members used a priority assessment tool (Appendix A) to prioritize 
which cases will be reviewed by the CRT first. If, for example, a mother in a case did not receive 
prenatal care, this case will be reviewed before a case of a mother that received adequate prenatal 
care. 
Before the cases were reviewed by the CRT, all of the information regarding the cases 
was de-identified. The cases were reviewed, analyzed, and discussed within the CRT meetings. 
CRT members were not allowed to discuss any further information regarding the cases after the 
adjourned CRT meetings to protect the confidentiality of the participants. 
Data Collection Methods and Procedures 
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 After each CRT meeting, I summarized the cases in a Case Deliberation Form (Appendix 
B). A Case Deliberation Form is a form that summarizes the gaps in care of each case and the 
recommendations of actions that CRT members discussed. This information was used to 
summarize the types of problems that needed to be addressed in the CAT meeting. The summary 
of the cases were presented to the CAT quantitatively according to the issues presented. For 
example, 60% of the cases reviewed reported no prenatal care. The CRT members also voted on 
their top five recommendations discussed throughout the CRT meetings and I presented those 
top five recommendations to the CAT. (See Appendix C for Priority Actions Ballot.)  
During the CAT meeting, I presented the identified gaps in care and the top 
recommendations by the CRT. The CAT members discussed the presented topics and assembled 
themselves into subcommittees that represent the areas of care that need the most improvement. 
In the subcommittees, the members thought of plans for action. I created a CAT Action Plan 
Matrix (Figure 3) to assist them in prioritizing their plans for action. I told the CAT members 
that their plans should satisfy the conditions of the A Quadrant of the matrix. Their plans should 
address very severe problems within HIV perinatal care, but also not be very difficult to 
implement. 
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    Figure 3 
         Bailey, 2011 
 
The subcommittee members recorded the plans for actions on the CAT Action Plan 
(Appendix D) and I assessed the plans for the duration of the project. A CAT Action Plan is a 
documentation of the actions the CAT members have agreed to take on and their plan of how to 
execute the actions. I used the CAT Action Plan to observe the progress of their planned actions. 
However, since the FIMR/HIV project is longer than this project, I was not able to evaluate all of 
the plans.  
Analysis Plan 
As discussed above, the reviewed cases were analyzed quantitatively. The gaps in care 
identified by the CRT were put into a table that expressed how many cases were affected by each 
gap. Through this method, I was able to identify the trend of gaps in care surrounding perinatal 
exposure and transmission. I analyzed the CAT members’ actions by using the CAT Action Plan 
to observe their plans and how far along they were with those plans. I also analyzed the entire 
Philadelphia FIMR/HIV project using the eight essentials of MCH services, according to the 
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nation-wide FIMR evaluation. I evaluated if the CAT action plans included the eight essentials 
of MCH services. 
Human Subjects Considerations 
During the maternal interviews, the mothers could have disclosed sensitive information 
regarding their HIV status, social circumstances, and etcetera. However, the cases that were 
reviewed by the CRT have been de-identified before the CRT members reviewed them. In the 
FIMR/HIV project pilot studies, the evaluators identified confidentiality as a major issue. All of 
the people incorporated in the FIMR/HIV project have taken a confidentiality pledge to ensure 
that confidentiality is not violated (Appendix E).  
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Results 
Cases Reviewed 
 There were ten cases that were reviewed by the CRT from September 2010 to March 
2011. Within those ten cases, five of them contained maternal interviews. There were no 
perinatal transmissions described in the cases. All of them were perinatal exposures. Two cases 
of infant mortalities and one case of a maternal mortality were reviewed by the CRT. The 
mothers of the ten cases had an average age of 28.5 years old, ranging from 20 to 37 years old. 
All of the women were minorities. Most of the mothers were non-Hispanic African Americans/ 
Blacks (80%). The rest of the mothers were non-Hispanic Asian (10%) and White Hispanic 
(10%). 
 All of the mothers represented in the cases also had significant stressors that were 
documented, that made each case reviewed more complex than expected. These stressors include 
living in poverty, having a history of mental health illness, having a history of substance abuse, 
experiencing homelessness, and etcetera. Table 1 describes the significant stressors that the 
mothers were experiencing and the amount of mothers experiencing the stressors.  
Table 1: Maternal Stressors N=10 
Stressor (Identified and Documented) Mothers Affected 
Poverty* 9 
Substance Abuse** 6 
Lack of Supportive Friends/ Family 5 
History of Mental Illness 4 
No Health Insurance 3 
Homeless 3 
Partner Abuse 2 
Child Neglect 2 
Incarceration*** 2 
Concern Regarding Citizenship 2 
*Based on reported income 
**Including tobacco, alcohol, and illicit drugs 
***During pregnancy or shortly after delivery 
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 The CRT identified various gaps in preconception, prenatal, labor and delivery, 
postpartum, and infant care. Table 2 describes the gaps in each area of care and how many cases 
contained those gaps.  
Table 2: Gaps in Care Identified N=10 
Area of Care Gap Identified Cases Affected 
Preconception No preconception care 9 
 No referral to case management services 7 
 HIV test results not communicated to mother 3 
 No linkage to HIV care after HIV diagnosis 3 
 No linkage to mental health treatment when maternal 
mental health history was present 
4 
 No linkage to substance abuse treatment when 
maternal substance abuse history was present 
2 
Prenatal No prenatal care 3 
 Late entry to prenatal care 3 
 Inadequate ARV antepartum 5 
 No linkage to perinatal case management services 5 
 No screening for depression 9 
 No screening for domestic violence 10 
 Lack of communication among HIV and prenatal care 
providers 
3 
 Not considered for C-section when lab results 
indicated C-section 
1 
Labor and Delivery No HIV testing in labor and delivery 1 
 Inadequate ARV intrapartum 2 
Postpartum No postpartum care 3 
 No contraception counseling 5 
 Lack of ARV postpartum 5 
 No screening for depression 5 
 No screening for domestic violence 5 
 Reports of fear/dissatisfaction with systems 2 
Newborn/Infant Unclear guardianship transfer 2 
 Mother and infant lost to follow-up 1 
 Multiple providers for infant care 1 
 Missed infant care appointments 1 
 Infant not seen by infectious disease provider 2 
 
 14 
 
 Besides identifying gaps in care, the CRT also identified some successes in each case 
reviewed. Table 3 describes the successes in each area of care that the CRT members identified 
and the number of cases that contained those successes. 
Table 3: Successes in Care Identified N=10 
Area of Care Success Identified Cases Affected 
Preconception Preconception counseling offered 1 
 Immediate linkage to HIV care at the time of HIV 
diagnosis 
2 
 Engaged in substance abuse treatment 1 
Prenatal Adequate prenatal care* 4 
 Mother received perinatal case management services 1 
 Rapid HIV test done at the time of pregnancy 
diagnosis 
1 
Labor and Delivery Rapid HIV test done in labor and delivery 1 
Postpartum Mother engaged in HIV care after delivery 5 
Newborn/Infant No perinatal transmission 8** 
 *According to Kessner Index of Prenatal Care (Institute of Medicine, National Academy of 
Sciences, 1974). 
**Not all 10 cases because two cases were infant mortalities and their HIV statuses were 
indeterminate. 
 
Recommendations for Action 
 
 According to the gaps identified in care, the CRT voted on their top recommendations of 
action that were discussed in the CRT meetings to present to the CAT. The top six 
recommendations that were voted and presented to the CAT were: 
1. Link pregnant women that are newly diagnosed with HIV to care and perinatal case 
management services. 
2. Educate pregnant and postpartum women on the options they have for insurance 
coverage. 
3. Screen pregnant women for medical assistant coverage and provide assistance obtaining 
coverage for those who qualify. 
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4. Conduct rapid HIV tests in all necessary health care facilities once pregnancy is 
diagnosed. 
5. Conduct rapid HIV tests in labor and delivery if the HIV status is unknown. 
6. Provide home health care to high risk newborns/infants. 
  Action Plans by the CAT 
 Taking into consideration the gaps that were identified and top recommendations by the 
CRT, the CAT assembled themselves into four subcommittees: 
1. Case Management 
2. Contraception Counseling 
3. HIV Testing 
4. Emergency Room (ER) Pregnancy Protocol 
The four subcommittees represent the four areas in which the CAT thought needed the 
most and immediate improvements. Table 4 describes the action plans of each subcommittee. 
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Table 4: CAT Subcommittees’ Action Plans 
CAT Subcommittee Action Plan 
Case Management Develop separate quality indicators for perinatal case managers. 
 Have all case managers address contraception with child-bearing 
age women clients. 
 Educate obstetrician gynecologists (OB/GYNs) about referral into 
perinatal case management. 
 Train all HIV case managers on referral criteria into perinatal case 
management and consult/ co-manage with perinatal case managers. 
Contraception Counseling Train HIV clinical providers and case managers on preconception 
counseling, how to raise issues with clients, and 
reimbursement/access to free birth control. 
 Take inventory on the availability of contraception in Philadelphia 
HIV clinics and find out how it is paid for. 
 Have condom distribution become a part of AACO contracts for all 
Ryan White providers. 
 Train OB/GYNs on contraception counseling for HIV positive 
women. 
HIV Testing Have a letter from the Health Commissioner’s Office (HCO) to all 
physicians regarding the CDC recommendations for routine HIV 
testing, including in pregnancy. 
 Request an update from the Maternal and Child Family Health 
division for future CAT meeting; requesting the status of the 
Philadelphia Department of Public Health prenatal registry at labor 
and delivery units, if able to access electronically for prenatal 
record and HIV test. 
 Request Philadelphia HCO to clarify the Pennsylvania Department 
of Health memo about consent for testing and not requiring a 
written consent.  
 Change Act 148 to allow for opt-out HIV testing without written 
consent. 
 Advocate for clients to with mental and health and/or substance 
abuse issues to get access to services. Provide sensitivity training 
for case managers and providers about these clients’ special needs 
so that HIV testing can be offered in a sensitive manner. 
 Have insurers/funders hold providers accountable to offer testing to 
pregnant women. 
ER Pregnancy Protocol Determine the current practice when pregnancy is diagnosed in the 
ER. 
 Create standard references or resources for discharge summaries for 
pregnancy. 
 Require HIV testing in all Philadelphia ERs. 
 Require ERs funded by AACO for HIV testing to make offering 
HIV testing to pregnant patients a priority. 
 Create focus groups for at-risk women. 
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Discussion 
Reviewed Cases 
 According to the representatives of the Philadelphia Department of Public Health and 
AACO, the cases that went through the FIMR methodology in the Philadelphia FIMR/HIV 
project represented the variety cases of perinatal exposure and transmission seen in Philadelphia. 
The gaps identified by the CRT were the gaps that often happen in Philadelphia systems of care. 
The FIMR/HIV project worked well in identifying the gaps in care surrounding perinatal 
exposure and transmission of HIV. However, the gaps that were identified shows that 
Philadelphia has a long battle ahead of them in order to eliminate perinatal transmission of HIV. 
 The mothers represented from the reviewed cases had significant stressors that made each 
of their case more complex than what was expected from the CRT members. As you can see in 
Table 1, most of the mothers abused drugs. In all of these cases, except for one, the mothers did 
not receive any substance abuse treatment services. Even though substance abuse is not directly 
related to perinatal HIV services, the issues did not make these services more accessible to these 
complex cases.  
The stressors identified by the CRT also made the gaps in care more noticeable. For 
example, in two of the cases, the mothers identified themselves as victims of domestic violence. 
The CRT identified that none of the mothers in the cases were screened for domestic violence. If 
adequate screening for domestic violence was done by health care providers, the two domestic 
violence victims could have been offered help in seeking a safe shelter. Again, domestic violence 
is not directly related to perinatal HIV services, but the screening could have improved two 
mothers’ situations. 
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CAT Subcommittees 
Many of the gaps identified by the CRT surrounded maternal care. Many of the maternal 
care areas have to be improved in order to eliminate perinatal transmission of HIV, hence the 
CAT subcommittees. The CAT subcommittees reflect the common trend of gaps the CAT 
members seen in the reviewed cases. According to Table 2, 70% of the mothers were not referred 
into case management services. Case management services could have helped some of these 
mothers by assisting them through the complex systems of care and avoiding the instances of lost 
to follow-up or not returning for test results. Table 2 also shows that there was a lack in linkage 
to perinatal case management services. Perinatal case management services are a specialized 
case management services dedicated to women who are HIV positive and pregnant. Linkage to 
these services could have improved other gaps such as the lack of communication between 
prenatal and HIV care providers. The Case Management CAT subcommittee members, indicated 
in their action plans, are dedicating their time in improving current perinatal case management 
services. 
The CAT members have also seen many gaps in contraception counseling. Table 2 shows 
that 90% of the mothers did not receive preconception counseling and 50% of the mothers did 
not receive postpartum contraception counseling. Contraception is an immense concern among 
HIV care providers, as members of the CRT expressed, particularly when 90% of the cases 
reviewed were unplanned pregnancies. Also, of the mothers that were interviewed, most of them 
expressed that they did not want to have another child but were sexually active and not using 
contraception. The fear among the HIV care providers of the CRT were that these mothers would 
become pregnant again and once again experience the cycle of gaps. The Contraception 
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Counseling CAT subcommittee members are currently working on preventing unplanned and 
unwanted pregnancies of women who are HIV positive. 
A significant gap that was not expressed in Table 2, but was a pressing issue was the 
issue of ERs not having a plan for pregnancies diagnosed in the ER. In one reviewed case, a 
woman went to the ER for back pains and the health care provider told her that she was pregnant. 
The ER did not test the woman for HIV nor linked her to prenatal care. The woman did not have 
health insurance, so she assumed that she could not receive prenatal care. The CRT and CAT 
members thought it was the ER’s responsibility to link this woman to prenatal care and inform 
her that she was eligible for free prenatal care, even without health insurance. The ER Pregnancy 
Protocol CAT subcommittee members are exploring if the ERs are responsible for prenatal care 
linkage, according to Table 4. 
Lack of HIV testing in the ER was another gap, as the case described above presented. 
HIV testing in pregnant women, a CDC recommendation, is very important in the prevention of 
perinatal transmission of HIV. Even though HIV testing will not prevent a person from 
contracting HIV, testing will allow an HIV-positive person to receive the proper care and 
medicine to treat HIV/AIDS. However, the reviewed cases showed that there are gaps in HIV 
testing in Philadelphia. Table 2 showed that 30% of the mothers did not get linked to care after 
their HIV diagnosis. The HIV Testing CAT subcommittee members want to address the issues 
surrounding HIV testing. 
CAT Action Progress 
 Since the CAT meeting in February 2011, there have been a few events that were parallel 
to some of the CAT action plans. The HCO is planning to inform all physicians by letter about 
the CDC recommendations on HIV testing in pregnancy. The HCO letter has not been sent yet, 
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but will be very soon. Act 148, a Pennsylvania law stating that a person must be given a separate 
written consent before receiving an HIV test, is undergoing change to allow for opt-out testing 
without written consent. The amendment has recently passed the State Senate and is currently 
going to the State House. The HIV Testing subcommittee members wanted to change this law 
because they thought the separate written consent is a barrier to the patient and the health care 
provider. The separate written consent for is a barrier to the patient because it causes more 
paperwork for the patient, which may persuade the patient not to have the HIV test. The separate 
written consent is also a barrier to the health care provider because the extra consent takes up 
more time and the health care provider may be too busy to give up any extra time. If Act 148 
does not change, the subcommittee members have created a consent form that will be 
incorporated into the patient’s standard care. 
 The Case Management subcommittee members want to create quality indicators for 
perinatal case management services. Instead of starting from scratch, one of the subcommittee 
members wants to model the perinatal case management quality indicators after current-existing 
quality indicators. After a FIMR/HIV conference call among the different sites, a person from 
the Michigan FIMR/HIV site is willing to share their perinatal case management quality 
indicators with the Case Management subcommittee members. 
 The Contraception Counseling subcommittee members want to take an inventory of the 
contraceptives available in Philadelphia HIV clinics via survey. The survey was created by a 
Drexel School of Public Health practicum student and subcommittee members. The survey has 
recently been distributed to all Philadelphia HIV care providers. The survey was targeted toward 
HIV care providers who have women patients. The survey asked the care providers if they offer 
contraceptives to their women patients and how the contraceptives are paid. The results of the 
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survey will determine if the HIV care providers are offering contraceptives and contraception 
counseling, or if the women patients are not utilizing what they are being offered. The results of 
the survey are not yet available. 
 The ER Pregnancy Protocol subcommittee members also recently distributed a survey to 
Philadelphia ER directors about their protocol on pregnancy diagnoses and HIV testing in the ER. 
Most of the subcommittee members are anticipating that there are no protocols in place for 
pregnancies diagnosed in the ER. With that anticipation, the subcommittee members started to 
create a standard protocol for linking pregnant women to prenatal care. However, the results are 
not yet available. 
FIMR Methodology Evaluation 
   The NFIMR program evaluates their programs based on the eight essentials of MCH 
services (Strobino, Misra & Grason, 2004). Based on the cases that were reviewed by the CRT 
and the CAT efforts for implementing change in the issues surrounding perinatal transmission of 
HIV, I believe that the Philadelphia FIMR/HIV project has satisfied seven of the eight essentials 
of MCH services. The only essential the FIMR/HIV project did not address was to educate and 
inform the public. Since the Philadelphia FIMR/HIV project recently started in September 2010, 
and only had one CAT meeting in February 2011, the CAT action plans did not have time to 
include educating the public. I believe that many of the identified gaps could have been 
prevented by educating the mothers on access to care, or the importance of medication adherence. 
However, since the CAT members wanted to focus mainly on efforts that are within the A 
Quadrant of the CAT Action Plan Matrix, educating the public would have required more time 
and resources than what was given to them.  
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 It is great that the Philadelphia FIMR/HIV project was able to cover seven of the eight 
essentials of MCH services. According to Strobino, Misra, and Grason, a FIMR program that 
satisfies most of the eight essentials of MCH services has great potential to succeed in improving 
MCH services (2004). If the Philadelphia FIMR/HIV project members are able to keep their 
efforts going for years, we may be able to observe a decline or elimination in perinatal 
transmission of HIV.   
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Limitations 
 Such as any good project, there are limitations. A limitation to this project is that this 
project was modeled by a methodology and not a research project. In a methodology, there are a 
few number of subjects, in this instance cases. The cases in this project could not be randomized 
such as a traditional research project. In a methodology, the cases are also hand-picked. The 
cases in this project were hand-picked by the staff members of the Philadelphia Department of 
Public Health and AACO. The cases picked for this project were representative of most 
Philadelphia perinatal cases to the staff members’ perspectives. The only way to prove that the 
cases reviewed in the project represented Philadelphia’s perinatal cases is to compare the cases 
reviewed in this project to all of the perinatal cases in Philadelphia. This suggestion would take 
more time and resources allotted than what was given to me for this project. 
 Another limitation is that the Philadelphia FIMR/HIV project is longer than this project. 
Even though the two projects started the same time, this project cannot fully capture the impact 
of the FIMR/HIV project in Philadelphia. It would have been interesting to witness if the CAT 
members were able to accomplish all of their action plans and see if their actions had an impact 
on perinatal transmission cases in Philadelphia. 
 
 24 
 
Recommendations and Conclusions 
 I believe that the Philadelphia FIMR/HIV project is a great start to eliminating perinatal 
transmission of HIV. The CRT has identified many gaps in care that have to be addressed and 
the CAT has started on actions to address the identified issues.  
 I have a few recommendations for the Philadelphia FIMR/HIV project that I believe will 
keep the project successful. First, I believe the CRT should be expanded to include 
representatives from non-HIV specific services, such as drug addiction services and homeless 
shelters. These representatives will be able to provide insight of their services and compare how 
their services may differ for an HIV-positive individual. I also recommend ongoing evaluations 
of the FIMR/HIV project. It would be interesting to see how the project has evolved throughout 
the years and compare the evolutions among different sites. It would also be interesting to find 
out how long after the start of the Philadelphia FIMR/HIV project will it take to eliminate 
perinatal transmission of HIV in Philadelphia. 
 As for the actions plans of the CAT, I believe the actions plans are reasonable starts for 
the CAT. The action plans seem to be align with the A quadrant of the CAT Action Plan Matrix. 
However, I believe that the CAT should ultimately address the non-HIV specific circumstances 
that most of the mothers of the reviewed cases experienced. The mothers with the complex issues 
are the mothers falling through the cracks in terms of perinatal HIV transmission prevention. The 
complex issues will have to be addressed in order to ultimately eliminate perinatal transmission 
of HIV. 
 Philadelphia is a city full of caring leaders, innovative organizations, and concerned 
citizens. The presence of the FIMR/HIV project in Philadelphia shows that Philadelphia public 
health leaders are dedicated in alleviating their epidemic of perinatal transmission of HIV. With 
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a city full of resources and a project showing thriving potentials, I do believe it is possible to 
eliminate perinatal transmission of HIV in Philadelphia. 
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